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Case 1 



, old 10 now 2 pregnanl i,!l 

mild ;iikSrtl00dlng for 1 * 00 fc *ith nd^in. All previous ddlvaria. 



D nd"uctST hom, normally but without ANC. On examination 
fM i-: 110/70. Pul ' ; bpm. The Fundal level fa 2 Pln^era above 
umbilicus, cephalic pi sition & FHS were regular. Inspection oi 

vulva revealed mild bleeding. Hb 9.7 gm%, r*vo daye ago 
complained of decreased Petal kicks. CTG on 20 minutea ahowed no 

leral inuM or decelerations with ,^'^ basclii iblllty. 

I State your final diagnosis *#*fc ^/V 

> When are you going to deliver her 

r Jl . ^ /«Ke^ 



CST 



> How are you going to deliver her 

.-♦ *•* ' or 






£.} or 

> Does this fetus needs special management? Why? 

• Drugs «+ tff£ ft 4*4*$, Cewfcq Ajf/f/) 

• Follow up «-*• 

> Will you consent for hysterectomy during delivery? Why? 



> Define maternal mortality 



hf* 



/ 



ThedeatfiofanywomandA any cause (in preg &puerp.) <W ■■ 
H/gard&u die duration or site ofpregnam 

,w "" Vl,;jM ' ldil,u,i( ' : 'ii^l by preg oi its manager^ 

But not from accidental or incidental < 
MMR numbei pj maternal death n> on, • ,.-,, 

nnint>nofV^,h,,;i!; J l ^ l !|; e 1, ; ; ;;;: 100.000 



Case 2 

VA W» om * n l9 ln ^'' one she auddenlyconaose ShTi 

f 4 and arrived at hospital at 42 weeki »iti 

^f «-*■«-. aJL ,„„ f ;,;; ;;;:;' <;•<•"- -><' 

oxytocin by infueion di ve mimi , r , " "''" J ''V '• »nlt* 

occurred during a contraction with , '"'" "'""""" *°M 

' b ^m fl c „fu, a d.„ d P d , B0 H;V^ t °P'» h "th-t.t Mflwhw . e 

AFGAR 2 at 1 m( „ and 6 ^5^1*^; de ^ erCd * " aby b °y w '*h 

'■''""■'' '••'■'■'-<' CO ICU du« to www I'l-i ''I "' W '"' """"•'•''•'Irly 

'^P^ygon saturation 60'! *' whtfre ^ SO /40. pul« 

* D '«"» a 2 possible differential ,i: • i / 

airrerential diagnosis „,■' - /// - ',.,:,,/ 
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Case 3 
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On 



A39-y ear-old G6^5 in labor was attended at home 
examination the midwife was suspecting a breech presentation, 
patienfwas transferred to hospital after failure of d ™^\l 
more than 24 hours. At the: labor ward, pulse was 120 b/m, : 3 . . 
BPr 125/60. acidotic breathing, FHS are heard 142 bpm. On r/ 
edema of the vulva is found. Cx is fully dilated and the presenting 
part is very low. A bedside U/S confirms cephalic presentation but 
the head appears markedly deflexed and obscured by edema. Delivery 
does not ensue over the coming hour despite frequent contractions 
and good maternal effort. 

> What was the presenting part F*** /^-^ 

> What is the most serious complication for such a case? How 

to diagnose it? 



fM*'* 



,' 






) How to avoid such complication? 

''*, fit A* • >^ 

f How are you going to deliver this case? ^/^" <?.f, &/ $ J?//<&w 



to. 



Case obst 4 



A 25-year-old 03 P2 .s^dn^eTTo^hT^bo^^ 
day h,story of reduced fet.l movements. She is current!* To ?" 

pr^nant, and her dating and detailed ultrasound ™ * ^ "*** 

normal On Examination her uterus is tense bt ,T "f ^^ 
J»";-l I- is reaching xiphi .1^ H^S S^^^T- "1 ^ 
92 bp m and urinalysis reveals + + + of alucoJ A rrr^ ^'^ ' & 
^d ,s found to be normal. 0'ucose. A CTG is performed 

> What is tho * #4^ ^ t*rtteJU£ c kr^cj 

> to m ° St Pr ° baible dia g^sis ^ ^^ ^ 
' „"* d,ff erent la l diagnosis ? T 

* H ° W t0 fon °^ "P such a fetus & such a mo.h 
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Case^5 

^year-old 64 P3 woman at 39 wk . ^-'^'^^;^' r ;:;;;:^ 

prior low transv .r*.n delivery Th . ^ V ^^ 

^entful. The placenta doesn t dehve after ^0 -^ the 
raction of the placenta I* undertaken. During th p 
lant ru ,,,, becomes thready 140 bpm with rapid drop of pre** 
to 60/30, Abdomen become s increasingly rigid. 

I What is the most likely diagnosis? 

> What is your next step in management for this patient. 

Case 6 



A (33 P2. 30 yrs old lady is presented at her 34 weeks 
gestation. She gave birth to a living female 4.5 kg 6 years ago. Her 
2 nd pregnancy ended at term by IUFD almost the same weight. 

On examination: 5MI 33 kg/m 2 , 3Fr: 140/90. there is edema in 

both lower limbs reaching to the knee. Abdomen is tense reaching 

xiphi-sternum with difficulty in palpating fetal parts and a positive 

fluid thrill. Urinalysis was free. %£&*#$<£ fi*fif. C'W ' &4 ck/'cruC f^tjh 

^ (J 

I What is the single test to confirm her long standing condition ^J JjC 
> Explain why ready neonatologist should be available after 
delivery 

3 + 
3 * 
• 3 ««♦ 
I What is the precaution taken if thp natioh* : 

vaginally eM - £ .JfrJ ffi*** " ^ t0 delive -" 

» What are the pcmible causes of this eoL arge(tabdomen? 
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_ J r 
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> What are the possible compI]cation$ ^ 
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Case S 



A 25 year old gravida^ para 2 noticed vaginal spotting at 20 
e ks for which she was hospitalized. The abdomen was noted to be 
o lar B e for date and U/S detected twin gestation. Bleeding 
stopped spontaneously & the patient was discharged upon her 
request 24 hours later. At_30_wks. she was transmitted to hospital 
complaining of vaginal bleeding. On examination, uterus was found 






complaining 

contracting once / 10 min 

> What is your final diagnosis ^ 
I What are other causes of such condition(s)?? ' 

> How to manage such a case 
\ What are the tocolytics to be avoided here Aw, P£ —y ^ 

Case 9 

A 30 years old G5 _P4 woman at J52 weeks gestation complains 
of significant bright red vaginal bleeding. She d_enies ute rine 
contra cti ons, leakage of fluid or trauma. The patient states that~4 
rvks previously, she experienced some vaginal s potting after 
engaging in sexual intercourse . On examination, 3Fr 110/60, pulse 80 
bpm J^empJ^ Ueart & lung examination are normal. The abdomen is 
(Joft and uteru7non-tend^. Fetal heart tones range from 140-150 
bpm 

! Zu 3 * are C ' UeS fr ° m h ' !;tory to J ustif y y° ur diagnosis -> $■ 
» What is your long-term management 

» What is the DD of such a case 
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Case 10 
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A 25-year old h u 5ew if e ^TlMF^^H76^n67^H^H^ 
dark brown vaginal bleeding associated with bouts o 
abdominal colic and discomfort. Urine tests for pregnancy was h-vc. 
The patient was advised to have bed rest and to take long acting 
progestogen IM twice weekly for two months. The bleeding & pain 
gradually disappeared. , , 

K r/,* On 2/11. she attended the ANC & she was worried because she had 

-not felt any fetal movements and her gums easily bleed. The hHb 

could not be beard with the portable Doppler machine. The patient 

refused P/V examination 

> NX/hat is the EGA for this patient today? How to confirm rts 

accuracy? = / / x i 

I State 2 important investigations to confirm your diagnosis? 

• US' -► 

• /'b^i^pd ■«♦■ 

I What are the other causes of bleeding gums in a pregnant 

female -= ~~~~~' 



f= 



^Hypertensive 



(Death 



Transfusion 



I Suggest a plan of management 



Case 1 1 



A 36year-old woman delivers spontaneously at 33 weeks 
gestation, having had pre-labor pre-term rupture of membranes from 
29 weeks gestation. She is re-admitted to the post-natal ward one 
week later with marked dyspnea. Abdominal- examination showed 
uterine fundus is palpable at the level of the umbilicus which was 
tender. On P/V examination there was intense warmth tissue 
dryness but there was no discharge. __[3oth lower limb «rw7 
edematous. 

> What is the most probable diagnosis fcirP^Jf-^PS 



0T^ 
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Case 1 2 

A 20-year-old FG at 3d weeks gestation is admitted to the 
labor ward with fresh vaginal bleeding. Her membranes ruptured 20 
mm aqo and she started bleeding immediately after rupture. On 
examination her uterus is soft, her BF is 132/75 mmHg. pulse is S>8> 
bpm and temperature is 37 C. The FHR is SO bpm. Urinanalysis is 
clear. 

> What is the most probable diagnosis /^- ; ^; 

> Discuss differential diagnosis ■ ~ 

Case 13 

A 59-year-old (36 PI with a BMI 29. who has had 4 miscarriages 
in the past and a pulmonary embolism during her last pregnancy, is 
admitted to the labor wara with abdominal pain and vaginal bleeding 
at 35 weeks gestation. Her BF is 14S/95- mmHg. and urinanalysis is 
+ + protein. She undergoes an emergency C5 for suspected placental 
abruption. The baby's weight is below the 5 th percentile, and the 
placenta is small with multiple thrombi and infarcts. 

I What is the most probable underlying cause? A^ . ; 

__ Case 1 4 



A 22-year-old G2 FOls admitted to the labor ward at 4? 

weeks gestation in early labor, having ruptured membranes A3 hours 

earlier. She makes very s>ow progress and her labor has to 

augmented with oxytocin She complains of severe che 

throughout. The presenting part remains high, with 2/5 of the held 

palpable above the pelvic brim. 

> What is the most probable underlying cause? #/ 

Case 15 



A 24- year old FG presents to emeraenrT^Tv? Z " — 

"ith a history of ; cute abdomi J ^ at f .— ks g«tafon 

«-*»* -, 5he al50 has hea , ache ' an p ;L e Z»i?*T\ r nd 

Pressure is 130 /65 rnmhg *,nd urine an.ly.u ,T„ T " b '°° d 

initial blood results- Hb 7 7 CJ?P ion 7 +1 P rotei "- Her 

bilirubin 22 mg 7. '°° UB,t * A5T ,S0 "U. ALT 600 IU. 

» What „ the best management? ' 



' J r^ h M V' ' 
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Case 1 6 
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A 40 year old patient, had five normal d< "^ thr 

Spontaneous abortions. The: last abortion was £> merit h'- ago SH 
complaining of prolonged irregular vaginal blcedmq for th few 

mynths." 

Suddenly in the last few days, she had hemoptysis & vaginal 
examination revealed a slightly enlarged uterus. Pelvic U/S showed 
bulky uterus with irregular uterine cavity and bilateral cystic 
ovaries 4x5 cm 



,tf*(&r4 



> What is the most likely diagnosis 
I How to confirm 

. j " -- -* 



> What is the ideal treatment 



1 n»fc/4r** 






Case I 7 






A 19 year old PG has come to the KR with severe vaginal bleeding 
of one hour duration^She is pale with 3Pr 90/50. pulse 120 and T 36. 
Her LUF was 10 wks earlier but the fundal level is at the umbilicus. An 
immediate U/S scan was ordered and the uterus was markedly 
enlarged with no fetus inside. The ovaries were also en\,\rqcd 

The patient was then J ; )n d was scheduled for follow up 

Three days later, the patient developed severe lower al ,| pain 

and laparotomy was performed to remove an ovary 

> What is the most likely diagnosis lAfJ 

> What was the initial trt and how you follow up this patient 









! wu at WaS the P° 5sib,e P' cture see n in the uterus by U/S 
» What has happened to necessitate laparotomy? 

» If the patient hadn't developed an acute abdomen, how 
would you manage the enlarged ovaries 



' 
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Case 1 5 

A 19 year-old lady complained of 2-days history ***&*} 

weeks late. On examination BPr. was 130 110. pulse tu »? 
37V Abdomen is non-tender, no masses are palpated. 

Pelvic examination reveals a bulky uterus wh.ch .. not tende^ 
there were no adenexal masses. Quantitative P -HCG .«* ■» 9°° 
mlU/ml. transvaginal U/S revealed an empty uterus w,th no adnexal 
masses. 
I What is your provisional diagnosis? 



ss 



> What is the next step in management? EoHoUJJJp 

. p _ HCG - doubling 'subnormal rise / reaches transitional zone 

• TVVS -»■ 

• Hct % -► 

. Clinical -► adnexal swelling felt or acute abdomen occurs 

• Laparoscope/ -► both diagnostic & therapeutic 

Case 1 9 



A 36 year old para 5 + 2 has presented to the KK with repeated 

attacks of abdominal pain for the last 2 days. She has had an IUCD 
applied 5 months ago and she states that her period is 6 days late. 

Three hours aqo, she had a syncopal attack and has now begun to 
feel pain in her ri^ht shoulder. T 36.2, 3Fr 90/60, pulse 100 b/m. The 
abdomen is markedly tender esp in the lower part. On FV examination, 
there was marked tenderness 

*t l ft n ' / ' ■ 

> What is the most probable diagnosi^^^* 7 

> What is the probable etiology for the shoulder pain 
I Could the IUCD have a role in this story? How? 

> What are other contraceptives may lead to such a conditio n Po/ 

> If this patient is NG, would this differ your management, how? 

• old — ► 

• young —♦• 

> Choose a suitable method for contraception for further use 

for this lady 






/ 



■ a „f delayed period for two 
A female aged 32 years ^'"^'jo^ *- ?"*'"" ° f 

weeks Pregnancy test was + ve U/S «» I 

ferine reined product, of^-P*^,,^ report M^> 
A D&C and biopsy were P erf0 ^ t , c Endometrium only. Sudden y 

the presence of polypoidal > W f ^^ ^ home w ith pale cold 

3 weeks after the D&C the pat.ent collapse 

clammy skin. , ->/>--;• 

Comment...^/ W :'c * 
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A 35 year-oid woman. 6 week* ^f^J W the pain w« 
lower abdomina, pain & vagmal blec "^he > b|o£jd dot . 

intense In the last mght ro to*"* ^J™' 9 
After that both pain & bleeding subs.ded. 

»■ BPr was 110 /70. heart rate 70 bpm. temp 575. 
On examination F3Fr. was no „ a i na ted Pelvic examination 

Xexll matsTs The ex was closed & non-tender. 

, What „ th o most .iKe.y diagnosis? complete - mcomple.e abortion 
» What is the next step in management. U.S. 

_ if no remnants -» 

_ If remnants are small -> 

If large remnan:s ± bleeding -» 

» What are the complications of evacuation? 

- Anesthesia complications 

- Hge & infection 

- Injury — > perfoi ation 

- Later on -> Aschennann syndrome 






> What are the pdf for perforation? 

- Soft, friable utenis (pregnancy .infection, malignancy) 

- Doctor inexperience (excessive force or wrong direction) 






/ 



/ 






Case 22 

■ A 16 year-old un-married teenager underwent D * C j£" "j 
incomplete Portion 3 d ayS previously. Sne compl-m^ I of contmue 
v-gin-l bleeding & lo«er abdominal cramping. Over the last : 24 tour* 
5lle noted significant rise of temperature together «,th » On 
examination BPr. .as 90 /50. heart rate GO bpm temp 3&6 c. 
Cardiac examination reveal, tachycardia, lungs are clear b.laterally. 
There is moderately severe ower abdominal tenderness. 

Pelvic examination sho^d a cervical os opened 1 &Vz cm. together 
„ith uterine tenderness. The TLC is 20.000 Anm3. Hb level was 11 
gm/dl. Urine analysis showed 2 pus cells/ HPF. 
I What is the most likely diagnosis? 5*f $C 4^" 
\ What is the next step In management? 

- ICU transfer & elevation of the general condition 

- U/S to detect <=*> remnants in the uterine cavity 

£p suction evacuation is better than D&C 



Case 23 












A 22 year-old 02 P0+- woman at 7 weeks gestation by LMP 
complains of vaginal spotting. She denies the passage of tissue per 
vagina, any trauma or recent intercourse. Her medical history is 
significant for pelvic infection after using an IUCD one year ago. On 

examination BPr. was 100 100, heart rate _90_ bpm, temp 36.<6>°c. 

abdomen is not tender with normal active bowel sounds. 

On pelvic examination showed the cervical os closed & non-tender, 
uterus is 4 >v£eks size with no adne%a\ tenderness. The quantitative 
p-HCG is 2300jn\U/m$ Transvaginal sonogram reveals an empty 
uterus with no adnexai masses , 

> What is the most likely diagnosis? ^f^ 
I What is the next step in management? JfaM'faXd/p 
I Would you conserve or remove the tube? 

- If tube is not damaged -*■ salpingotomy 

- If tube is damaged -* salpingectomy (preferred now by many) 
I Would you conserve or remove the ovary? 

> when to offer medical therapy? 

- Sac size < 3 err + no cardiac activity (non-viable) 

- P-HCG<3000mIU/mI 

- Patient haemodvnamically stable 

» What is the prognosis? [ 5% recurrence . 30% infertility 



/ 



I 



Case 2 4 

You are asked to review a 31-year-old nulliparous woman in the 
early pregnancy clinic. She first attended the clinic 7 days ago at 5 
weeks amenorrhoea with rnild right iliac fossa pain and vaginal 
spotting. A transvaginal U/5 has revealed an empty uterus, and ; 
serum b-HCG levels performed at 46 hours intervals have been 
reported as 505. 700 and JJ95 IU/L. respectively. 
> What is the most probaible diagnosis? 
I What is next step? 



> 



Case 2 5 



m 
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A 23 yr-old G2P1 woman at 14 wks gestation complains of 12 
hour history of colicky right lower abdominal pain together with N&V. 
she denies vaginal bleeding or leakage of vaginal discharge. She denies 
diarrhea or eating stale foods. She denies dysuria or fever, and she 
has had no previous surgeries. BPr 100/70. pulse 105 bpm. RK 12/m. 
temp 37.3. On abdominal examination, her bowel sounds were 
hypoactive. The abdomen is tender in the right lower quadrant region 
with significant involuntary guarding. PV examination showed closed 
cervix, and fullness of Douglas pouch. Gentle bimanual examination 
showed right sided swelling related to the uterus. U/S showed viable 
intrauterine pregnancy. 



> What is the most likely diagnosis? .J^ J tf#*0 <ffO P* 1 "* ' "' 

> What is your differential diagnosis? " UTF 

I What is your next step in management for this patient? 



Case 2 6 



A 17 year teenager unde-went medical TOP for an illegal & weeks 
pregnancy. She then bleed continuously for 3 weeks. U/S was done & 
showed a 50 x 20 mm retained products Inside the uterine cavity. 
Three days after evacuation, she was transferred to the hospital 
with a generally ill & pale outlook. Examination showed Temp 30.5. 
intense abdominal distension with diffuse abdominal rigidity. She 
didn't pass flatus since the operation. 

> What is the possible diagnosis /V*>V^ */ ^^' 3 >*^ 
I What is the best management 
) How to avoid such complication 



11 
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Case 2 7 

A 17 year teenager und.tr* ent E&C after being raped. I hen 

bleed continuously for 3 w.eks. U/S was done & shoved • 4x2 «« 
retained products inside the uterine cavity Another E& w- 
decided to" remove these remnants. However, the : pat.ent was ^ bU 
bleeding postoperatively for 5 weeks. U/S .as "*™ «* • ™ ed * 
s.milar pLure so a 3^ evacuation was done Now he P^"* '* 
represented to the emergency room with marked pallor puis* fi O 
bpm. U/S showed a bulky uterus with a funaal intramural mass 4x„ 
cm. 

> What is the possible diagnosis -* 
I What is the best management 
I How to avoid such complication 

Case 25 



A nulliparous 21 year o'>d lady represents with abdominal p 
occurring for the past A hcurs. She gives a history of fainting. She 
has a +ve pregnancy test. She has irregular periods and cannot- 
recall her LMP. U/S showed a thick endometrium with no fetal pole 
inside the uterus. There is a small amount of free fluid in Oouq 
pouch. She complains of right . adenexal pain with tenderness & 
rigidity. She is tachycardia and has normal blood pressure Serum 
HCC is 2300 IU and Hb level is 9.5 m<g7. 



> What is the best managemei 



nt 



Case 29 



A 25 year old woman at 11 wks gestation complains of severe 
abdominal pain and feeling faint for the last hour. She had 
moderately vaginal bleeding that began yesterday morning. She is 
rheumatic with past history of mitral valve replacement and is 
receiving marivan 3 mg once dally. On examination: DPr 90/60, pulse 
120 bpm, temp normal. Her abdomen is diffusely tender, distended 
with rebound tenderness and a fluid wave is present. The cervix is 
closed but there is boggy fullness of the Douglas pouch '' - •■' " 

v diagnosis? r^M Cl *0 M 



) What is the most likely diagi 

> What is your management for this patient? 
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I How would you 1 1 i.i i i.»v <■ *.u« 1 1 .< case? 



. Mill' 



I Low (8) 

1 Mid (b) Low 
HiQh| 

3 High (. ) 



HomolyMs MIM",.} Unpim! til Un. wki H»llvmy "' , 

I 



111".. l,lt " 

I I ' 19 

II I '> H 
H mn% Rapid intervention 



( ase S i 

A ,i i.|,l * mmi. in i - ' \'\ .i I ■ ■ i .i i !"'■ i«4mM t t .1 

I ,i. lv ,, ,,,,,, f \ PROM Hei iml anal al hlal oi y haa \'< < n urn < mai kable , 
- ,-,, ..I,,; r ,, i h,i! i9 1 1. • i flvai oi i hilta and baby la moving wall On 

Admlaelon Uri w la Mi i/7i i.pul it "< ' b/m, I 57.9 

1 1,, r day i t i ,-i . ui i 1 1 iti ictlona a I irtad regularly avary 5 mln 

g ,„, ,-, kihm.ii Ion * i n l> w i ■ I ound to b< Z cm dllal sd i hi pat lant 

, ,,, I ( i M I,.,, ij ui dm Mi'i therapy U mp ha« been f< »und • '■ ' 

I Whal ,ir«' tin 1 risk Pa< toi •■ Poi PROM 

> Was the Initial conservation roi this [MtiVni correct? Why? 

> Was the m.in. i>;cm rnt I m uh-nm* corrrttion correct? WMiy' 









Ca.se 32 

A '/',' yrMfi itlrl, I'' '. Ml. II I if, I I i M .' yi.U '■ llf'l I Kl I ' W 1 ' » i Ml . ' ' .' I 

I 'in i iK j the coura a o\ pragnimcy aha auf Par ad Prom recurranl DTI, on 
2/11 har 15.P iv la alava tsd to 160 /9F3 with haa vy protalnuria 

► Why UTI is i omrnon In pi egnnm y 

i What i^ thf DO oi proteinuria with pragnancy 

> I low ta mi I? i'n foi iti'\'t i(i|iiiirnt oi im i £ wh»1 Is n»'* prophyliixli 
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Case 3 3 






A 19 year old FG pregnant at 50 weeks has been admitted in labor 
with severe headache & blurring of vision for the past 6 hours*. 

On examination BFr 150/120, pulse 96 /rn. Abdominal examination 
shows a fundai level corresponding to 34 wks of gestation with 
uterine contractions 3/10 min, FH5 140 b/m. FV showed a cervix 7 cm 
dilated, vertex presentation, with well enqaqed head. 
\ Urine analysis: proteinuria + + . The patient was put on medical ^ 
therapy under observation expecting delivery within 3 hours ,,,,-- 



I What was the medical 1irt given J*f*f *[-h / 






/ 









> What observations were performed 

• General •—• 

• Local — ♦ 



One hour later, the patieit developed severe lower abdominal pain 
& the FH5 rap^ly dropped to 100 b/m. On vaginal examination there 
was no bleeding and the cervix was now 9 cm dilated 

> What is the most likely cause of pain 

> How could you manage such a case 

• General ■-# 

• Local — * 

- Electric monitor 

- Fetal scalp ph 

Case 34 



A 32 year old Fara 3 + has come to the hospital with severe 
dyspnea & proved to have pulmonary edema. She has had mitral 
stenosis for thepast 20 years and is now pregnant at 10 weeks 
* What be the proper management of her case To P 

> If the patient were pregnant at 20 wks would the 

management be different? How & why? 

> If the patient were in labor, what would be the proper 

management 

> Name a vulvular lesion which would be an indication for CS 



\A 



/ 



/ 



Case 55 

I • Mm,) I " - I . /| • I >ld, '•< i w\ i pri i\\\ir I >•. .i i ,i,lmil bod *m I li i 

In- ■ I im y ■ i i I ;' i i He , , • , ni iw 1 1 1 ■ . , , [ homo On edmleeion th< petienl w 

i mi »ue, bu1 mi h im ohei -ni -.jirr . h, r-i'i 140/110 pulei lOOb/m i 

i (in ,• it perl iit'i.ii edema, Niiiif n i ilbumln i By abdominal 
imlnat Ion, i h< el e ol i hr utei ue con eepond to th I Ion "i 

phalli [ i >■ ■■' n1 .i ( Ion Commenl 

Case 36 

old Pi I I to 1 he Rl with 

uppai .'I', li imlnal pain li >n her blo< ' 

mmhg, ad em* of low er limb ind tinge oi jaundice wae ol > ■ \'<".i 

. 

> Wli.it is \\\v pi ob.il'l** (I ,ij;ii<>- 

> Wh.ii invrsti^.itioni would you perform to certify U»" 

I I i . t j ; I i f > m \ 

> Wh.it w the pl.ui of rn<in.i)',i*nt? 

> \X/he1 ere the othei ceuses of jeundice In pregnane y? 






I'li'iiiMlirv ilitliHCii 

I'll! A' III I I Psyndi 

\ crc hypen idaruni 

IntrahepatK i lioli 
Ai nte fatty lr 



['iiMin.uuy .r.soi Ifltfld 

I [cmolytic l 

i ibstnictive l 

I [cpatoccllulai I VI I cirrhosis) 

l >ruiis 



Case 3 7 



A fifth a\ .iv Id* *1 ' |M '"" y '" u "'"' n ' ' <l ' " the 

hoepltel in ,i el it< o\ I ll! ""i on hei ibdomen on 

t | 0rli the pjtlmt v , , ir.m .y. the abdomen le extremely 

Irihln end I lie I H- ' •" r l "' 1 inim.it urn eh 

modei *te vaginal bleeding 6 i loei 

I State - 1 probable causes 

l Mention ( auses of shoclk in pregnancy 

Hglc shock - ■ bleeding in earl) preg , APHge, PPHge 
1 1 Hypovolemli « ► dehydration (hyperemesis gravidarum) 
, i N.HiiMirni. ., pain m earl} preg . pain in late preg 
, i gepth c septic abortion, chorioamnionitis, puerperal sepsis 

Splanchnli uddendropol intrauterine pressure (polyhdraronios, twi 
1 1 Pulmonary embolism ■ . amniotit fluid oi thrombus 
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A 2S-year-old PO is admitted to the labor w« ^^ Qn 

Ration with reduced fetal ' —£ 9 fundfllleve , is 3 fingers 
.mination her uterus , 9 nc.nWer and h« ffl+ bpm mA 

ive .mbilicus. BP is !^2S ? , ^£ a reduced basai line 
urinanalysis reveals ^.protdne. CTG r«« jod . 

liability and absence of accelerates over 
Establish your management 

fA^t? 39 ■ — r 

v - OJ _ — iToFwatery vaginal 

— TTZS^r-oldTGl^^oti.ed a sudden gu« >t 

^charge and she has com, to the , hosp-ta L Sfc • ^ 50 wks . 

32 «te. BPr ,20 / 70. pulse 75 T 36.5 Ha _fund ati£)n ana , he 

| t „ a s Ae«UA not to P-formf er ^firming the diagnosis to 
pa tient» a s put under obse.vat.on af tar cont 

bePROM ., 

, How would you confir.n the^gnos.s. 

. Non-invasive ' 6 - 



/ 4W$S"fty 



• invasive -^ , ? 

; s^s^s-" •«. p....- -* — — — 

• Disease «■♦ 
-. Mother "•- 

• Fetus "- 

Case 40 



______ — ■■—=. "i Z pari n + ^j hnv7; undr.rrqone a 

-^^T^l^T.bor. a gravida 4 Para 0+3 « ^ 

^inal delivery giving ^^^^iLv^^ transferred 

. ,■ j p^r mnrf- than 2)0 minutes. I he pawon i w^^ 

be dd.vered *"™£™ mama] 9eparat ion under anesthesia was 

! T;r;; a omy w s then done due to f .Hur. of that procedure. 

"'tZrZopZlL th. patient stated that her previous 

abortions were due to uterine anomalies 

» What is the possible cause for retained placenta he, e 

> What are the hazards to remove the placenta manually. 



► What will be done in the laparotomy? 
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Case 41 

oltgam. 

- hour * A " gree of caput is not** o. 

I he baby is 

M. Her uterine co 1S an? t 

'™ £ f H lastin 3 for 30 sec. The EFW is 3.3 kg and I 
clmically adequate, Th 

p^p 6V ^ * la ^ T - 30 mir of 

*° 9 n^or 5 sec with sj ►lution. The 

loss of beat to beat variability 

> What is your next step? 

> What is the most likely diagnosis? 

Case 4 2 






A healthy 19-yr old 31 FO at 29 wks gestation presents 
emergency department complaining of intermittent abdominal pain. 

t?he denies leakage of fluid or bleeding per vagina. Her antena 
history is unremarkafc examination &Fr WO/70, pulse 90bpm, 

temp 36.9. The FHR tracing reveals a baseline of 130 bpm and a 
reactive pattern. Uterine contractions are occurring ever , mm. 

on FV. her ex is 3 cm dilated, &0% effaced, and the fetal x is 

presenting at -1 station _ 

> What is the most likely diagnosis? 

> What is the etiology of such condition?" 

> What is your next step in management for this patient? 

Case 43 



A 22 year-old Go F2 at W weeks' gestation complains of strong 
uterine contractions. She denies leakage of fluid per va^na She 
denies medical Wlnese. Her antenatal history is unremarkable" 

On examination, her dFr is 120/50. hear rate 35 b/m T 37 The 
FHS ranges from 140-150 b/m, the cervix is 5 cm dilated and the 
vertex is at -3 station. Upon artificial ROM. fetal bradycardia 
ranging from 70-<30 b/m without recovery 

> How to confirm the diagnosis 

> What are the causes of such condition 



f 



* How to deliver her 

> What will you do until delivery 
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Case 44 



A young para 4 lady was attended by a mid-wife at home. The 
whole delivery has taken less than 2 hours Immediately after 
delivery, the patient collapsed. 

The patient was transfe-red to hospital, on examination abdomen 
was found lax but the ut,;rus was not felt. Vaginal examination 
revealed no bleeding but the-e was a reddish bulging mass is noted at 
the introitus 

> What is the probable diagnosis? 
* What is the DD of swelling protruding from the vulva 

> Why there is no uaginal bleeding 

> How to manage such a case? 

» What are the causes of postpartum collapse? 
• Obstetric — - Primary PPhge -,-,-,-,- 
- Eclampsia 
Pulmonary embolism (d.t amniotic fluid or thrombus] 
Cardiogenic shock e g penpartum cardiomyopathy 
Cerebrovascular accidents 
Anesthetic complications e g Mendelson syndrome 

Case 45 



• Non-obst - 



inducting ab I "^^^V^^^ 

at cm^Jf , 7 V^" *" ol ^Mramnios. She has been 
ate cm d,latat,on for 3 hours. A significant amount of caput is 
noted on cereal examination. Her uterine contractions are evetv 6 

3.7 kg and the FHS ranges from 145-150 b/m fl 

> What is the diagnosis 

* What are the possible causes 

• General -*> 

• P 

• P 

• P 

> What are the types of caput 







h 



> How to manage such a case 

• Correct any possible etiology 

• Continue wit] proper monitoring 

" Cli mcal -♦ partogram 
Electronic -* intrapartum monitoring 



^j 












Case 46 

A 25 yea r oW FG h a5 b ee n in labor for IS hour.. "g£ 
Man ,ln.tlon r eVca l C d vertex presentation with ngh oc pito 
tranWrse. station of the head at + 2 and the *<»*<* »%™^ ne l 
with mild caput. The cerv,* is fully dilated and the membranes 

ruptured 6 hours aqo. 

\ What is the most likely diagnosis ^V ^^ ( 

> How to detect this problem earlier 

\ What is the best management of this case if there were late 

decelerations in the last 30 min 
\ What is the best management of this case if there were early 

decelerations in the last 30 min 



Case 47 



A ?G. 26 yrs old, warned for 2 yrs. Whan she was 33 wks 
pregnant, she experienced severe diffuse abdominal pain with no 
vaginal bleeding and the fetal movements stopped. Two hours later 
she was transferred to hospital with &Pr 80/50 Pulse 110 b/m T 36 
& very pale. Uterine fundus reached the xiphi-sternum, very tender 
uterus to the extent that you can feel the fetal parts. FHS not 
audible & the cervix was closed with no bleeding 

I What emergency measures you are going to take 

) WhaVs your provisional diagnosis, why? 

> What are the other causes of acute abdomen with pregnancy 



Pregnancy __ ^_ 

p Early Abortion, ectopic, incarcerated gravid RVF uterus 



iV Lite 
"£r Masses 



© Urinary 

© GIT 

©j Surgical 

© Medical 



Accidental hge. rupture uterus, acute fatty liver, acute polyhdramnios 

- Complicated ovarian (ruptured CL cyst or TL cyst of V mole) 

- Co mplicated fibroid (red degeneration) 
Cystitis ,_ pyejon ephri tis, stones (renal colic) 
Gastroenterit is, viral hepatitis, jood^po^onnig 



_ Acute appendicit is, acut e c holecys titis, perforated DU 

DKA, sickle cell crisis, acute porphyria, mesenteric vase occlusion 
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Case 45 _ 

^^_ . — — c\/D the 1 & l^st 

— P3. one Nving male child all deliveries were &v . decrea&ed 

babies died in-utero. no» presented at your c pu | s6 90/-T> 
Fetal kioks over past Few days. FHS was + ve BPr 110/ . _P 
she is 32 weeks by date & Fl. was e^ual to her period of amenor 
What is your management 

• Admission 

• Search for etiology 

- Maternal ""* 

- Uterine & placental -+ 

- Fetal 

• Follow up + steroids 

- History -♦ 

- Examination — * 

- Investigation ■— Doppler + CTG 

Case 49 



-TG-^^Ti^i^^ a living male baby at her home w th 
retention of placenta, and than transferred to hospital w , h 
postpartum hemorrhage, manual reparation of placenta was done 
but /he developed puerperal pyrexia & f oliowed by 2 amenorrhea. 
I What is the possible cause of p. pyrexia? 
I What are the other causes 

TTp s epsis"^"/ th e most serious .JKP.YT... 

V Breas7-T7~~' the most common 5- Complication in 

(engorgement, mastitis, abscess; __ associated genital tumor 

J- infections e g UT1 or wound inf - Lung atelectasis 



> What is the possible cause of this amenorrhea 



Case 50 



A ?Q, 50 years old, 36 wks pregnant. Her F3.P. was 155/95 

starting' from the 26th week of pregnancy but she wasn't 
edematous. The ultrasonic report estimated the fetal weight 1.600 
kg with positive turbidity of the amniotic fluid, atherosclerotic 
changes of placental blood vessels and the fetal life was positive. 
I What further investigation you need to diagnose the case? 
) This fetus is in danger, what is it? 
I How are you going to c onduct the delivery of this case? 
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> What art tht poulblt causti 
M>,Vll ^<^mana^mantofiuchata*t 
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Case 5 5 __ 

A 25- year old who is para 2 presents at 12 weeks' gestation with 
repeated vomiting and malaise. Antiemetics were given but with no 
improvement in the general condition. Urine analysis showed +1 
acetone and pus cells 2-5 /HPF. The patient started to experience 
fever and vague abdominal pain. U7S was normal, there was no vaginal 
bleeding. Liver function showed bilirubin 12 mql, AST 100 IU. ALT 120 
IU. elevated alkaline phosphatase. 



> What is your most likely diagnosis y 






1 



Case 56 



A 2<9- year old lady mth a missing period for 2 weeks is 
represented to you with lower abdominal pain. Preg test in urine was 
+ ve. She has an episode of vomiting in the morning. On examination 
her temp ,s 37.6. There ,s no history of dysuria or vaqmal bleeding. 
'here is tenderness in her abdomen particularly in the right lower 
quadrant. Vagmaf examination reveals a closed cervix with no 
tenderness or palpable adncxae. &\ood results: Hb 11 2 TLC 17 000 
toll . CKF 33 units . HCG 2400 . AST 30IU . creatinine 0.5 mg%. 

* What is your provisional diagnosis? ^/^A>? 

> What is the differential diagnosis? 

> How to confirm your diagnosis? 






9 



i- t e tour,, on p/v B , 5 ho P p sco ;7 wa f 9 k5 a :: r r ot feit forthe 

Stated. P Jpture of membran F £s as 9 a "d cemx was 3 cm 

folte^d by , aginal de|i withjn e 3 a ' Cd W °° d y K«op which wa 5 

^ere d .t hereis appreciabe :* n f •»"«■ After the placenta ig 
She de„, cs a family history of 3 "f' b !. eedm 3«tim a ted atl OOO m | 

What "the most likely diagnosis?" 
hat " V ° Ur ne * step in, therapy? 
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Case 5 5 

What is the best management? 

1- A' PC3 in labor with a fully dilated cervix for 2 hours , head 

station -1 with moulding and diffuse caput 

2- Eight minutes after a normal delivery under ^ pudendal 

anesthesia, the patient has not completed her 3 stage Of 
labor. Th.^ uterus is globular & firm and no bleeding is evident 

•V A 26 year old ?G who states that she is experiencing regular 
menstrual cramps every 3 minutes. After taking tn.s 
history, what is the 1 st appropriate thing to be done 

4- A 37 yr old G4 F3 presented to the emergency room at 37 

wks w.th mild painless unexplained vaginal bleeding, there are 
no siflns of onset of labor 

5- A 21 yr old ?G presented in labor at 41 wks. She had ROM 12 

hours aqo. On examination abdominally baby is cephalic with 
2/5 ch above symphysis. Vaginal examination: 5 cm dilated 
revealed horse show like bone directed backwards with 
station -2. FHS are excellent with good variability. 

6- A 3S> year old 03 PI Kh-ve who didn't receive anti-d before 
came to you at 10 weeks gestation with antibody titer 1;4 

7- A woman in the second stage of labor came with breech hanging 
out of the vulva while the head and shoulders are still in the 
birth tract. The cord is pulsating 

3- Another woman who delivered at home since two hours came 
with the umbilical cord llqated and the placenta is still inside. 
She looks pale 

9- A prolapsed edematous arm from half dilated cervix while 

uterus is markedly moulded on a transverse lie baby 

10- A G6 P5 who is fully dilated for 2 hours with a cephalic baby 

who has diffuse caput at station +2 

11- Passage of painless vaginal fluid at 29 wks in afebrile patient 



\ 
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OLjna 



1 (very good J 



2 f excellent J 



Enumerate 



Anatomy 



£mbnjok>qij 



LPhysiology 

Kib., menop. 



Amenorrhea 



Bleeding 






^Fertility 



Infection 



" 



Circumcision 



Imperforate hymen 



GnRH 



Management of menop. (HRT) 
Precocious puberty 



Anovulation 

PCO, hyperprolact, LPD 



Postmenopausat bleeding 
DUB (metropathia hgica) 



- Dysmenorrhea 
-PMT 



Assessment of ovary / tube/ ut, 
Induction of ovulation 



■ Pelvic blood supply 
- Ureteric injury sites 



Uterine malf. 



Est., Prog, Menst cycle 



Menopause 



Amenorrhea 
T ypes / Assessment 



Bleeding 

Classification & etiology 



ontracepbon 



•PID ( acute /chronic) 
, Chlamydia 

. Gonorrhea 
- Vulvovaginitis (children/adults) 
. Gard. vaginalis 
. Candida 
. T.vaginalis 



lii 



Natural (phys) contraception 
Contraception for lactation 
Complications of IUCD 
- Comp of hormones 
Long acting hormonal contr , 



• OHSS, unexplained infertility 
-IVF 



Emergency contrac. 



•a 



B'' 



' S 

tr 



Jmors 






n 




- Uterus 

. Complications of fibroid 
. Endometrial hyperplasia 
. Pelvic endometriosis 

* Cervix . CIN 

. Pap smear 

- Ovary 

. Complications of ovarian cyst 

• Dermoid cyst of the ovary 
Diagnosis & manag, of cr. ov. 



Vesicovaginal fistula 



Choriocarcinoma 
Operative 
. Comp. of D&C 
. Comp / indication of:- 
Hysterectomy 
Laparoscopy 
HSG 



II Prolapse ±SUI (mostly clinical 



• Lymph nodes of pelvis 

• Comp. & types of circum, 

• Structures in broad tig. 



rt Uses/funct. of Horm/anti 



* causes of P. puberty 



PdfforLPD 

Etiojocj Y of 1^/2^ amen . 



* Causes of chronic p. pain 
'• Causes of dysparuenia 



- Causes of ex factor 

'• Causes of male infertility 



Contraindications of IUD 
Comp of IUD 
Comp of COC 



-Diagnosis of CIN 

v causes of contact bleed 

lV causes of barrel shaped ex 

* causes of uterine swelling 

• causes of adncxal masses 

* causes of DP masses 

• Types of ovarian swellings 
v causes of vulvar itching 

' causes of vulvar ulcers 
''causes of vulvar swellings 
Types of prolapse / incont 




Case 1 
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n 
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A young newly married lady, 27 years old consulted you on 
account of heavy periods, which extend over 6-3 days. Bleeding was 
also associated with severe pelvic pain characteristically starting 
tew days before menses. She gave a past history of a laparotomy 
ten years earlier to remove an ovarian cyst 

On examination: the general condition was normal, but on pelvic 
examination, the uterus *az> fixed in an RVF position and there was a 
tender fixed left adnexa! mass 4x6 cm which was ill-defined 

> What is the most probable diagnosis? how to confirm? 
* What is the best management for this lady 

> What are other causes of adnexal mass &. fixed RVf? 

" PID j causes of 

- Ovarian cancer j frozen 

- Tuberculosis with encysted adhesions j pelvis 

> What are other causes of pelvi-abd swelling & bleeding ? 

- Complications of pregnancy 

- Uterine tumors -» fibroid or sarcoma 

- Cervical tumors if -► pyometra 

- Tubal camp. -> large tubo-ovanan complex 

- Ovarian tumors if . Functioning . Pelvic congestion. 2 nes to uterus 

Case 2 



A GUV pa ti m t 57 years old. menopausal for the last 7 vear. 
presented with vaginal bleeding mostly in the form of LnnlJ- 
>n the last few weeks spotting, esp . 

Vaginal speculum examination revealed a « m *n ■ 
of the cervical canal. T/,1 J-l &m ^ P ^ coming out 

> What Is your management 

i. sound & p ass ,t around the pd^^ ^ ^Malignant 

- ffxt passes around -> corpora] 

- it not -> cervical 
z - nysteroscopy / 
3. HSG 



4 - Pelvic U/s (less 



imp) 



Case 3 
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Para 7 + 42 years old, presented *ith recurrent vaginal blced.ng 
specially on contact for 3 months duration. Pelvic examination 
revealed a friable cauliflower mass that bleeds easily on touch from 
the anterior lip of the cervix ,-,*, , / 

I Complete the points fin history & examination to justify 

your diagnosis 
I What are the investigations you need in order to reach the 

final diagnosis i -of ■■4£p-'J~) 
> Mention the different causes of contact bleeding 

- Infection ] in cervix, vagina 

- Tumors | pedunculated polypi 



Case 4 ^W - * As^-fa - 

. — rt— - 



A 36 years old lady, P2 + 2. presented/with. vaginal bleeding 
mostly in the form of metrorrhagia, ^ t/fc*s~<^ ^f&fefl •• 

A cervical smear was done and revealed highly suspicious cells. A 
cervical cone biopsy was performed and its histopathological report 
showed CJnTJI) 

> Name the type of this smear &. state its indications? 

- Any suspicious cervix 

- Routinely 

.Every 1 year if there are risk factors (HPV. multiple intercourse) 
.Even' 3 years m any normal female 

> What are the complicaitions of cone biopsy? &. what is the 

newest alternative 

- Hemorrhage (l n or 2°) 

- Infection -> infertility 

- Cervical stenos s -> cervical dystocia 

- Cervical incompetence -» abortion or PTL 

> What further management will be done 

> Would you change your management if the patient had no 

children 

> Would you change your management if the margins of the 

cone biopsy are infiltrated with malignant cells 
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Case 5 

A 22 year old parous woman complains of a 3 month history of 
weight loss, nervousness, palpitations and sweating. She denies a 
history 'of thyroid disease and is not taking any weight loss 
medications. She denies abdominal pain or N&V. On examination &?r 
110/60. pulse 110 bpm. and she is afebrile. Her thyroid gland is normal 
to palpation. She doesn't have proptosis or lid-lag. Her abdomen is 
non-tender and has normal bowel sounds. Her uterus is normal in size. 
A mobile, non-tender 9-cm mass is palpated on the right side of the 
pelvis which is not mobile on moving the cervix ^ \ 

\ What is the most likely diagnosis? £>**' *'*# ' 
ft What is your management for this patient? 

Case 6 



A 72 year old iady presents with postmenopausal bleeding 
spotting lasting for the past 3 months. She also complains of 
vaginal bleeding & itching. She had a hysterectomy for a benign 
ovarian condition 20 years ago. Clinical examination is normal apart 
from vaginal dryness 

ft What is your possible diagnosis &. TTT 

Case 7 



A 43 yr old woman is -ef erred to hospital with painful periods 
for the last 2 years. She bleeds every 24 days with menses lasting 
for 7-9 days. The pain starts 36 hours before menses and lasts till 
day 5 bleeding. There is no intermenstrual bleeding or discharge. On 
abdominal examination there is vague tenderness in the suprapubic 
area. Bimanual examination revealed a 10 wks sized uterus which is 
soft. There was no tender motion of the cervix, or ader\exa\ masses. 
U/S showed a bulky uterus with IUCD inside. Endometrial thickness 
was 13 mm. Hb was 3.3 mg/dl 



ft Discuss differential diagnosis 
> Establish your management 



fljyfefll/jfp) 
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Case s 

A 42 yr old parous woman has noticed increasing hair growth on 
her face and abdomen over the past d months. She denies use of 
steroid medications, weight change, or a family history of hirsutism. 
Her menses previously have been monthly and now occur every 35-70 
days. On examination her thyroid is normal to palpation. She has 
excess facial hair and male pattern hair on her abdomen. Abdominal 
examination reveals no masses or tenderness. She has presented to 
the emergency room with acute retention of urine. Upon 
catheterization clitromegaly is noticed. Vaginal examination 
revealed a mass in the utero-vesical pouch. 

\ What is the most likely diagnosis? /** 7 

\ What is your probable management? 



MM 

\ 



Case 9 



A F1 + 36 years old lady presents with 2ry infertility. She 
states a two year history of amenorrhea. Her partners semen 
ana ,ysis I. norma,. Tub-, patency ,s confirmed on H9G .There was no 

bleeding after receding progesterone injection. LH level was 25 
mlU/ml and FSH was 35 mluVml. 



» What is the most appropriate diagnos 
> Enumerate etiology of ruch condition 



i, )>>4,rfd** ctftrAtM** 



Case 10 



A 42 year old lady complains of amenorrhea for 4 months. She 
also complains of easily fatigability. She gives a history of 6 
months' amenorrhea 15 months ago when she was investigated and 
discharged with normal results. Blood tests were withdrawn: she had 
a borderline TSH & thyroxine, prolactin 42 ng/ml, normal 
testosterone. LH 0.3 mlU/ml, FSH 0.4 mlU/ml. , 

> State one the most appropriate step in assessment? ^ */C& 



Case 1 ] 

A 25 year old lady presents with a r 

j K rc ^nt5 with a 6 months h story of 2rv 
amenorrhea. Her heght is 10 rm b-i™ u • , y y 

„ . . y ,U cm beiovv her mi-parental height. She 

started menarche at aae nM^ <;^, • • , 

*u age or i^. bhe was increasingly embarrassed 

from undersized breasts Vvermanr^, t^-t- ;,- cl 

. Jt _ . . ^ ' ' e griancy test is -ve. She received depot- 

MP A injection 3 weeks ago but nothing improved. 

I What is your possible diagnosis ^^^^ 
* How to confirm such condition ^'J/> ^^ 5 



Case 1 2 
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A 3£> year old wormm complains of 7 months amenorrhea 
following a spontaneous abortion for which she had 0&.C. her medical 
and surgical histories are jnremarkable. She experienced menarche 
at 11 yrs and notes her menses have been 25-31 days until recently. 
Her thyroid is normal to palpation, and breasts are without 
discharge. The abdomen is non-tender. P/V shows a normal uterus, 
closed normal appearing cervix with no adenexal masses. A 
pregnancy test is -ve. LH 6 mlU/mi, FSH 5 mlU/ml. The patient 
received COC for the last 3 months but there was no withdrawal 
bleeding. J 

» What is the most likely diagnosis? Aff} J r*"*a 
I What is your next diagnostic test? 

Case 1 3 



An 11-year-old girl unde-goes laparotomy for appendicitis . On 

opening the abdomen then; is noted to be a torted gangrenous 

ovarian cyst, for which she undergoes a unilateral oophrectomy. 

Further exploration enow a horse-sho w mass with no palpable uterus 

or tubes. Vaginal examinat on shows a bjlind pouch of 3 cm length 

Serum FSH, LH and E2 levels re normal. 

Case 1 4 
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A 16-year-old girl presents with primary amenorrhoea. Her beast 
development is Tanner etacje 2. Pubic and axillary hair show stage 1 
development. U/S shows a uterus 4.5 x 3 x 2 cm. Her height is 140 cm. 



Case 15 

A 35 years old P 3 + 2 n 

dribbling of urine from the ^X^tT/r^ ^ C ° ntmU ° U5 
the last delivery she w a * J , 2 dellvcn ™ »*-« by CS. in 

uterus occurred The r" '" ^ "■*««* but ' "**« 

that she is JJ P UrC " aS re P aired but ^ P^ient claims 

the .uiv li To rrr i - inent & sometime5 not - ° n 

was found to be excoriated with whit ish crust s 

! 2 3t ^ tHe ^ ° f inct > nt 'nence present "" 
What are the conditions that should be fulfilled if a patient 
w 'th CS is allowed to deliver vaginally 

- One LSCS (Not USCS) 

No permanent indication -* e.g. contracted pelvis 

No associated indication -» e.g. representation or placenta previa 

- No tenderness over scar -#■ also scar doesn't look ugly 

- No previous op difficult) -* no bl transfusion, bladder injury, p. sepsis 

> What are the possible conditions that increase such injury 

- Congenita] malformations -* of the genital or urinary tract 

- Involvement m adhesions -»■ infection, malignancy, endometriosis 

- Distorted anatom) -» cer\'ical fibroid, broad lig. swelling, prolapse 

- Rapid blind clamping -+ to stop bleeding in massive intraoperative hge 

Case 16 



A 64 year old lady presents with heavy postmenopausal bleeding. 
5he has never had a smear. A hard ulcerative lesion was found on the 
cervix. She complains of leaking clear fluid through the vagina. 

I State the complete final diagnosis 



Case 1 7 



A30 year-old woman is presented to you 5 weeks after giving 
birth, 3 nd seeks medical help because of urine leakage. She explains 
that she labored over 3 days without medical assistance and the 
baby was eventually stillborn. For the past 4 weeks she has been 
\eakm* urine continuously. ^J ( ^ #*& V^M.* ^^Jj, 

> How to establish your -diagnosis? 






Case 1 S 

A 67 year old who has been menopausal for the past 15 years has 
come to your office complaining of blood staining of the underwear. 
On examining her locally, you find that the uterus is atrophic and no 
masses in the Douglas pouch could be felt. You decide to do a D&C 
and a large amount of tissue is obtained which were sent for 
histopathological examination 

I What further points in the history could be relevant 

• Ask for etiology 

- Race & class 

- Menstrual characters 

- Source of estrogen 

> What further clinical sjj^ns could be found 

• Ask for risk factors 

- Obese 
_. - Diabetic 

- Hypertensive 

I What is the diagnostic procedure more accurate than D&.C 
\ What is the diagnostic procedure that could be done in 
your office 



> What would be the correct treatment in this case 



■Jrf/-i ^?Zfh- f ^'dsp 
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Case 19 



A PO + 1 young female presented at reception room with a diffuse, 
but severe abdominal pain for which she had antispasmodic over the 
past one week. 

Her menstruation is irregular over the pat 15 days. She also has a 
history of vaginal spotting after intercourse for the past year 

On examination F 110 b/m, BPr \00160 T. 37.2, abdominal 
examination showed diffuse tenderness, but max over the ri^ht iliac 
fossa. f/V revealed tender movement of cervix which looked 
unhealthy on speculum exam nation 

> What are the 2 possibilities for such story Pff) r°^/ /C 

> What is the key for diagnosis J} .,%£ _^> f J^ 



.f 



▼ 



Uls^ -V 



• | ** >< low 

a t of tl * IV 



* What in youi orovhional ihajjnoNiv, how to lontirm It 

> what Art tht precautions taktn to Inwt t .m uu n to avotd 

mu h i oiulit ion 
I Whit would b« tht cormt tt.Mim.'Mi in this cast 

I II l,u : y adntxal n»,^vr> an* hnuuh WOUld thh ihanjrr youi 

lll.iM.h'dlli'llt ' 



v \ 



Case 2 i 

N • • N . month ita to i K( 

!M.i li ktH ,iH lu ill! > m mt m I OU! 

I i.irMii • i o m s m h*\ Inf i mi n 

. I n • nOI im.iIK 

> i t» Mi » I ; > ■ \ I h . ■ | \ i I i . n ! I w ■ • n , * k ■ I v • . 

i no oi 

11 i' i \m i . r< \ 

i YlfcO l\ i w 

> What i\ (lu* ino\( liki'Iy uhi\«' ot hoi amrnot rhra* 

> How would you rvtahlhh her moiutru^il patttrn] 

> ^ ommont on hn futui i 1 ff| tilit\ 

> What aiT othoi iauvo\ of amonorrluw with pro\ont bn\i\t ? 
» Why IVP was asked Foi 
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Case 2 5 



"~~~ " a ' fertility She had 

A 29 ye ar 0l d woman pr,-, e nt 5 w,^ Se cona^^ ^ ^ ^ 

a spontaneous miscamag* 3 years ag infec tion 4 years ago. 
pregnancy. She was treated for chlamydial .n ^ ^ ft tw 

jha, regular menses with eever^ ^ fgr , wes 

l ys . Also she suffers from pdv.c h«* £ Her par tner e 

J ore menses and an «»<•"•*;« ^ J a3io ns. 
semen analysis was normal on 2 Afferent 

» What is the most appropriate diagnoH 



~ r >■" 
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> Enumerate etiology of ;uch condition 



Case 26 




diff 

with normal day 3 9 un ^ ~ , 

« rlues in history to justiiy y 
I What are cjues 

diagnosis 
, How to confirm such diagnosis ? flj 



,,/^.-. 
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Case 2 7 



r 4 ^-p^rilirv Her husband 
A 29 yr ,d woman ,s --^ig^^S aS no .paolflc 

is medicaid free ««^^*Z£lrZ yrs.Her BMM^Q 
previous hietory except for append^ y ^ ^ at 

% m2. her periods ocour every 31 46 d y ^ ^ ^^ 

times but not painful. D«.y 5 Let o 
progesterone day 21: 9 ng/ml. 

> What is your provisional diagnosis? pea 
» Complete your infertility work up? 
» How to treat such a ca;e? 




Case 25 



A 22 year old lady Fara with anovulation for the past 3 years 
has been put on clomid and Hrr f« • j *■ f P y 

nrMMIiru K h ^ wc "™ and HCG for induction of ovulation but 

r^n^r « "u ° CCUrre '* inS P' te ° f «Wttau»tlon of therapy for 

the past 6 months. K 



f 



<? ' y*&*JtfA 



\ " OW Was the Patient followed during management 
i Discuss the possibilities of failure of conception^ 
> What is the next step 

-ell 
Case 29 






A 25 year old lady with primary infertility for 3 years has come 
to the clinic for consultation. Her husband is not with her and he has 
never been to a doctor before. She has regular periods with colicky 
lower abdominal pain on the 1 st and 2 nd days. She has had a previous 
appendectomy 4 yrs aqo, ot herwise no history of significance. 

Examination revealed a well developed female with normal breast 
development & no breast discharge. Abdominal examination reveals a 
clean scar of appendectomy, while pelvic examination is normal 



» Do you think this patient is ovulatory? Why ? how would 
you confirm your di2ignosis 
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♦ What is the significance of appendectomy? 

* What is the first investigation you must order for her? 
What are the possibilities? 

* What are other diagnostic workup for this lady? 

- Ovary 

- Tube 

- Uterus 

- Cervix 

- Vagina 

» If every thing is normal, what is the name of her infertility' 
And how to proceed then in this new situation? 



Case 30 

A 3 year old female child is referred to you from the pediatric 
department with the complaint being repeated blood staining of the 
underwear. On examination you find a breast bud on both sides. You 
then proceed to order an X-ray of the wrist and a hormonal profile 



I What is the most likely diagnosis 

> Why was the X-ray ordered -^> 
I Do you want to add CT brain, why? ;A r ^ L ^yf^^ 
I What hormones would you order ^ £, - 1 ^ t| 

> What is the further managements^ 

> If there was no breast bud, what investigations would you 

have done 

• General 

• Local 

Case 3 1 



A 33 year old woman is admitted to the gynecology ward with 
a bdom,nal pam and sw,ng.ng temperature. She was treated from 
vaamal discharge 2 weeks earlier but no swab was taken. On 
examination her temp is 30.7 with diffuse rigidity in the lower 
abdomen. Pregnancy test is -ve . U/5 is free. . , 

> What is the best management 



> Discuss complications 



Case 32 



A 2d year old woman attends the emergency gynecology clinic 
tvith vaginal discharge and abdominal pain. Her LMP was 2 months 
ago, and an \UC0 was fitted 3 months aqo. 



I Discuss possible management 



Case 33 

A 23 years old GO ?0 woman complains of lower abdominal 
tenderness and subjective fever. She states that LMP started 5 
days previously and was heavier than usual She also complains of 
dyspareunia of recent ons<;t. She denies vaginal discharge or prwr 
sexually transmitted diseases. On examination, BPr 90/70. HK 90 
bpm. temp 36.3. Abdomer has slight lower tenderness. On FV: 
external genitalia are normal. The cervix is somewhat hyperemic, and 
the uterus as well as the a^enexae are somewhat tender. Pregnancy 
test is -ve. 












I What is the most likely diagnosis? 

\ What are the long term complications that can occur with 
such condition? 

Case 34 






A 16 yr oid-gir! presents with lower abdominal pain which 
developed suddenly a day ac\o. The pain is over the whole abdomen but 
more worse on the right, t was intermittent at 1st but now is 
constant and more severe. She states that her bowels are opened 
normally the day before and she had only one attack of vomiting this 
morning. Her LMP is 2 days late but she states to have slight 
irregular cycles. On examination: temp 37.9, pulse 112 bpm, BPr 
116/74. Abdomen is distended symmetrically with generalized 
tenderness, max on the righ ; iliac fossa with rebound and guarding. 

Discuss further management to reach a finaf diagnosi s ~ _ ^ 



Case 3 5 



A 32 year old lady para 1+4 has come to you with 2 ry infertility 
for & years. Her last pregnancy has ended by CS due to APHge. 
Teste for ovulation show her to be ovulatory and a HSG is ordered 
* What are the 2 possible findings that may appear in HSG 
related to her, history 
_ TaiJ <dMg#9 

_ /*/> fart fyfifCorfVdJ 'ufhrttr \ 
\ How would you manag;e each case? 



_____ Case 36 

A 29 year old lady with primary infertility for 3 years has been 
experiencing premenstrual spotting for the past 6 years. On doing 
an endometrial biopsy on day 22 of the cycle showed: endometrium 
consistent with day 17 of a normal cycle 

> What is the most likely diagnosis 

> Enumerate risk factors causing similar situation 

1. Defect in CL function 

- Normally in -» poEt-menarcheal, post-delivery, pre-menopausal 

- Reduced follicular maturation (I FSH & LH pit or hypothalamic) 

- Clomid use in improper dosage 

2. Early degeneration (luteolysis) of CL 

- Endometriosis (t PG-F^u) 

- Hyperprolactmemia, Hyperandrogemsm, Hypothyroidism 

3. Endometrial insensitiv/ity to progesterone 

I How would you confirm this diagnosis? 
I How would you manage such a condition? 

Case 37 



A 32 year old lady para 4+2 come to your office complaining of 
absence of her menstrual flow since her last delivery & months aqo. 

I Discuss all likely possibilities 



I How would you reach proper diagnosis &. ttt 

1) First of all -> exclude pregnancy -» |3-HCG 

2) Then determine level -» Prolactin & TSH, T 3 , T 4 

3) if all normal — > Progesterone challenge test 

o +ve bleeding -» anovulation 
o -ve bleeding -» E + P withdrawal test: 
. -ve bleeding -=► uterine cause 
. +ve bleeding -> central cause: FSH, LH ± CT 



14 



Case 5S 



An \& year-old female comes into your office for a roul 
physical examination. She states that her menses began at age 12 
years and occurs each month. She has been sexually active for 3 yr 
and uses COC for birth control. She states that her aunt developed 
breast cancer at age 60 yr. On examination BPr 100/70, pulse 8>0 
bpm. temp 37. Her thyroid ^iland is normal on palpation. Heart & lung 
examinations are normal. Her breasts and pubic hair are Tanner 
stage IV. She has a normal, nulliparous cervix on speculum 
examination. Bimanual examination reveals a normal sized uterus 
with no adenexal masses. 
> What is her investigation needed? P*f f^^ 



Case 39 
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A 27 year old NG has come to the clinic with infertility for 2 
years and 2 ry amenorrhea for the past 5 years. She had had 
galactorrhea for 4 years. On measuring the prolactin level, it was 
found 200 ng/ml. The patient was put on drug therapy for 6 months 
and then refereed to surgery. After the operation, the prolactin 
level decreased to 16 ng/ml but the menses didn't return and she 
noticed that her breasts wzre becoming smaller along with a general 
feeling of fatigue ///^W ^w^' 

> What was the surgical procedure done 

> What are different drujjs that may be taken before surgery 

> What has occurred after the operation & what would be 

the management 



Case 40 
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A52-year-old lady was referred to colposcopy with severe 
atypia. Colposcopy showed changes consistent with CIN III LLETZ 
was performed. His topal-hology reported a cervical tumour 
Excisional margins were clear of the disease. 
> What is the appropriate option? 

Case 4 1 

An 15-yesr old girl presents vvithT^m^rV7r^n77^n^7^ ZT 

ie foun, to ha ,e . lower abdomina| ^/J^X^fVr,: t 
^n an ma 5s w ith mixed echogenicity CT confirm. tTf j- ! 

fatty content of the cy st but no othe rn "th 7 " "'^ 

> What ,s the management? 

15 



Case 42 

cJc lthlZ° l t l3dy Wh ° h3S n0t bccn ™rr led ha. come to the 
If ii tn r me "^n Ja | cycle,. She states that her period* 
lasts for 15 to 20 day, but occur every 3 to 4 month,. 

^he also states that sh,2 has trouble w,th excess hair on her face 
for which she needs to remove frequently. 

On examination she is found to be markedly over-weight and her 
&?r is 150/100. Local examination was not performed and U/S 
showed enlarged ovaries. Serum FSH 4.6 mlU/ml. serum LH 11 mlU/ml 

> What is the most likely diagnosis 

> How would you explain the hirsutism in this case 

I What are the other causes of hirsutism 

• Increased level of serum androgen 

• Decreased production of SHBG -> f free testosterone 

• Local t scnsitiv:ty of hair follicles 

> Would you advice the patient to reduce weight? Why? 

I Would there be any other abnormalities in the uterus 

found by U/S 
I How would you manage such case 

> If she is married, would you change your management 

I If this patient were to remain untreated, what conditions 
would she be liable to develop later on 



Case 43 



/\ 4g year old woman (para3) represented to the clinic with 
menorrhagia for one year. Pelvic U/S showed 2 internal myomas 3 
cm and 2 cm in diameter. Blood tests showed Hb: 9.3 and. 5erum FSH 
20mlU/m! — > fjerfrf^it 

i J 

> What is the most accepted line of management here 

> Justify your answer r A//$l $ eg efd $ b P 
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______ Case 44 

A 4& year-old G3 P3 woman complains for a year of a history 
of loss of urine 4-5 times each day, typically occurring 2-3 seconds 
after coughing, sneezing or lifting. In addition, she notes some 
dysuria & these events cause her embarrassment & interfere wit 
her daily activities. The patient is otherwisein qood health. 

A urine culture performed one month previously was -ve. ^ 
examination, she is slightly obese, her &?r. 130 IbQ. heart ra <^ ^ 
bpm and temp. 37. Abdominal examination reveals no mas 
tenderness. A mid-stream urinalysis is unremarkable 

> What is the possible diagnosis 

I What are the signs you could elicit clinically 

u Rr nhserve urine loss; 
. The cough stress lest (ask the patient to cough & observe 

. Bonney elevation test (diagnoses SU1 d.t cystocele) 
. Yousef test (unmasks hidden SU1 d.t a large ^^ ^ 

Pad test (the patient wears a pad which is re-weighted after a^ wtol ) 
■. Q tip test (observe movement of a cotton applicator m the urethra) 

> How to confirm this diagnosis .... Vrodynamics 

. cystometry (measure t intravesical P r while filling bladder by JEW) 
. Urethral pressure (measure t mtra-urethral pressure along the urethra) 

> What are the types of incontinence? 

- <Extra-uretfird incontinence & fistula 

- Trans -ure tfiral 'incontinence 

. Retention overflow (false incontinence ) 

. Nocturnal (enuresis) incontinence 

. Stress incontinence / (60%) 

. Urgency inconwnence = Detrusor instability (20-30%) 

> What is the most important pre-operative investigation? C&S 

> What is your therapy.. ..surgery 

mi* Paginal operations Kelly's operation, TVT 

in* JiSdomtnaC operations Burch colposuspension, MMK 

What is the commonest post-operative complication? 

- (Retention of urine dueio over-correction 

- (Recurrence of symptoms 
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Case 45 

old lady wae 

?«* married, having \ 
*ed aqa'met CO 

pamfuf Heavy n , rBzat h was 

/ \aparoecopy. the a ^ Q &htf w&e forced due to 

w partner weaker 

> Comment on the initial decision to sterilize a women at 25 yrs 

> SJhat are the absolute contraindications for COC1 

' Pati< ilmonar 

isinp- 

■ Lactation 

I What are the other alternative contraception for this la y 
than sterilization 

> What are the hazards of laparoscopic sterilization 

• / 

- Early bge, injur) infection 

• Special °Py 

• Later i 

> X'hen to resume relationship after male sterilization? 

> //hat would you do if reversal of sterilization failed 



Case 46 



/ 32 /&ar old ; ' ; i; - 4 ^./ comp\a\ne or vulval fi shy odo r and 

iginal discharge Speculum examination revealed whitish adherent 

patchee with a strawberry erythematous cervix. Her husband also 

compta'me oi dyeuria and rrilJcy whitish discharge at termination of 

mjcturi tion. 

I DifCUH possible causes of this discharge & how to manage 
them 
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Case 47 

A 27 year old married for 10 years was taking COC regularly for 
the last 2 years. Her menses was delayed for & days and she 
complained from nausea & lower abdominal heaviness. 

She was advised to h^ive a pregnancy test. Upon arrival to 
hospital, she started to complain from heavy attack of vagina 
bleeding. Examination revealed an enlarged bulky uterus with opene^ 
cervix. Emergency D&C was done but no products of conceptior 
found but instead some yellow fatty tissue were found 
» Clarify the reasons of getting pregnant while on pills 
> What is the management of 

• Missing pills -♦ 

• Missing period — *■ 

> What is the explanation of the yellow fatty tissue & how to 

manage jj , < paJj ^ SM JI }*)"}- 

• Conservative if ■-■» " 

. Surgical if -♦ rnrr 

> What are the other complications of UUK. 
1 . Anesthetic complications 
7 Injury-* cervical tears, patulous os 
3 '. infection - prophylaxis by proper sterilization & antibiotics 

Hemorrhagic (perforation, retained products, T hge) 
. Neurogenic (if without anesthesia) 
5. Incomplete evacuation ■* mf & hge re-evacuation is done 
6 Later on -» Ashcrmann syndrome (amenorrhea traumatica) 
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Case 45 



A 33 year old woman came to the infertility clinic. She complains 
of pelvic pain and amenorrhea associated with low g rade fever and 
weight loss. Physical examination demonstrates a tender pelvic 
CYStic - swcfiTrig with indefinite borders. Laparoscopy was done which 
revealed dense pelvic adhesions together with segmental dilatation 
of the tubes and everted fimbria. Biopsy was taken and showed 
marked infiltration with giant cells 'j^/p 

) State the possible lines of therapy for such a patient?—"" 






Case 49 

* ft r ; ' lr ° ld marn ^ lady para 1+1 was referred From the 
Cr ^' C[lnic duc ^0 acut Nation of chronic lower abdominal 

'' .' t: h] **ory oi right salpingectomy due to previous 

°P" ■: also appendectomy was done when she was 14 years old. 
Two days she gave history of increasing pain in the left iliac 
fossa. Her LMP was delayed for 5 days. Previous eyelet, were 
regular. She had noticed a brown vaginal discharge for 4& hours and 
she had passed ei ther a clot of blood or some tissues. f . 

neral examination w.as normal & she was afebrile. rev\c 
m showed normal uterine size with marked tendernee 
the left side, aloe a tender left adnexal mas found. 
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I Discuss the features with or against: 

• A further ectopic 

• An inevitable abortion 

• Acute PID 

• A complicated ovarian cyst 



I 






> State two main investigations that are fundamental for the 
differentiation 

I Discuss your management should she have 

• A further ectopic pregnancy 

• A TO cm diameter hydrosalpinx 

• A 10 cm diameter ovarian cyst 
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Case 50 



A 24 year old womai married \'or 5 months presents with a 
non-tender cystic mass m her right vulva that cause some 
discomfort during walking and coitus. The mass is at the posterior 

I of the labium ma jus and is about. ;U2 em 
> What is the diagnosis ft^Hfld/ti 
I What is the best management 
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Case 5 1 

r '- lr old N <5marriS 2 *,-.».. «g combined cl j^ok^d 

, V * P<5rlods «»®Qeiated with pj.jn ,!,„-,„,, menses, She had 

* jf* CK P er,cn< i wenorrhea during the flrsl day oi menses. 

1 For * th « l««1 2 years, this pitin lasted For more than 3 days 

IlMf ' tllfT vv,,h - l »uprapul>l< ache, fhere wae . i i - ■ * > .■'■•■<>« i-' 1 ""' 

menstrual clotu in the I 

I xamlnatlon revealed enlarged u1 erue \A wrekv with •' rinn ri 
sidcd (un ' l ' ) l fibroid l\\i was performed, same <linu.il ..Lit.' were 
confirmed, and simph endometrial hyperplasia was confirmed by 
*'ii»t I'i'.it hole.. 

HSG proved right tuba block. oo U\kvoI omy w.\o decided to 
remove the fibroid, However, it was Found Impossible to enucleate 
1 ' ,r 'Ibrold ,n> no f.ipt.ulf* oi line oi cleavage were fourul 

> What is the mostly diagnosis, why? 

> What is the possible etiology? 

I How to treat such a condition? 

> Would findings on D&C change diagnosis? 

) What arc the advantages of HSC in infertility 

• Diagnostic tube, uterus, ovary 

• Therapeutic 









Case 5 2 



A 35 years gravida ' i ira lis pregnant now .ii 32 weeks. She 
suddenly complained < abdominal pain. . idooi --i.il ed with 

fi.uj'.f.i & vomiting, U/5 examination revealed normally situated 
placenta, normal amounl o\ imniotic Fluid & no a, lnr-K.il swelling: only 
a large I IbrotJ w i 

Medii atione were given A i ondition i ontrolled. Al t ei 
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patiem was< ounseled For riyome< tomy but she refused top rri * ' l ' I 

laparotomy although mem , m | ng n & morepalnful 

> What is the most probable cause of her acute abdomen? 

> Why she is treated medically? When to perform surgery? 

> In what circumstances would uterine fibroids cause D un 



> What are the other condition 
pregnancy ,il 32 Weeks? 



s of acute abdomen with 

After 'delivery, when could myomectomy be performed? 
What are the alternatives If she is refusing sum™ 






ig surgeryi 










Case 53 

A 36 years old smn^r i-,j, l 
an IUCO instead s£^i*Jr V * bee « »^ t0 **>? *>C & UM 

month, but this 5 ub 5 id ed , t J; ;: p h r ie : ce " eavy menscs in the ft 5 

romolain nf.n, J * h,le - Fevv da ^ a Q° 5ne started to 

^ hilt r e 5U P ra F ubic P™ -th a fainting attack. She also 

gave history of a vagina! discharge for the lasted two weeks. 

un arrival to the hospital, she was feverish, with tender right 
adnexal swelling & tender movement of the cervix 

> What are the causes of acute abdomen due to an IUCD 



> What is the most probable diagnosis? why? 

> How to treat such a condition? 

> What are the most frequent organisms causing her vagi 

discharge 

> What are the other alternative contraception for this lady 



Case 54 



nal 



Fara 3 + had an IUD inserted one month after delivery. Two 
months later, she came complaining of amenorrhea & she couldn't feel 
the threads of IUCD. Speculum examination proved absent thread 
I What is the DD , l 

> How to manage 

. ,}-Hctr 



I 



J 



U 



Case 5 5 



A 55 year postmenopausal lady who is Fara 4 + 2 noticed 
gradually increasing swelling protruding from her vulva. She also 
complains of dragging lower abdominal pain. Recently she started to 
complain of painless loss of urine upon cough. 

I What is the DD 

> What are the possible causes 



J 
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___ _Case 56 

A 38 years old smoker lady have experienced heavy vaginal 
bleeding 2 days aqo for which she was transferred immediately to 
hospital: After receiving \\ units blood, examination revealed no 
general or abdominal abnormality. However, on examining the cervix 
was found to be replaced by a large 4x4 cm mass. Examination i n 
anesthesia was decided to take a biopsy that revealed malignan ^ 
extending to the upper 1 cm from the vagina. A weak a e ^ 
operation, the patient complained form urine dribbling 
vagina ^^ £/J£4 

* What are DD of such large cervix 
1- 
2- 
3- 
4- 
I What is the stage of that malignancy 

> What was the operatiom done 

> How to explain the co.pHcation^hat # happened 

postoperatively, what are 
such complication? 



the possible risk factors 



i 







> What is the alternative to surgery? What are its 
contraindications / disadvantages? 
• Contraindicatio ns 

- Presence of Pelvic 

. infection 

. adhesions 

. associating pe/v/c pathology 

- Relative in \ oung patient 

- Radioresistant tumors as in adenocarcinoma 
. Complications 

- Early • • affection of rapidly dividing cells 

- Late (EAO) . . .GIT (radiation sickness, proctitis, enteritis) 

Urinary (radiation cystitis, fistula) 

Vaginitis & vaginal stenosis / Artificial menopause 

Flaring up of infection 
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Case 5 7 



A 2d years old ho 
gynecology department T ^'^ 2 children was referred to the 
swellingwaspresent f" a Ug t0 * VuWal 5yvellin 3- Although this 
aan Th- „~* : ' years, however it was painful only 3 days 



^o. The patient was found f- h u° 

I \X/h= + :. .._ feverish and the swelling was tender. ( 



> What ic *,~ feverish and 

how to ^t u L p r isionii1 dia ^°- 

>What are the causes of vulval swellings 

ongenita! «+ dermoid cyst (may be acquired implantation) 
raumacic «♦ hematoma (direct f surgical / obstetric) 
J intlammatory -> Bartholin aland (infection / cyst / tumor) 
4. Neoplastics Benign / Malignant 
5 Vascular ~+ Varicose veins, Edema, Elephantiasis 
o Other swellings which may appear at the vulva 
o Inguinal fairma 

o Uterine or vaginal prolapse inversion 
o Tumors <<(< polyps protruding from vulva 
o Urethra urethral caruncle, diverticulum 

Case 5S 




An 30 years old lady was referred to the gynecology clinic 
complammg of vulvar pruritis, soreness & swelling for more than 2 
months. She was b\<e>o complaining of vaginal discharge and thought 
that this is the cause of her condition. 

General examination was well, abdominal examination is free 
Vaginal examination revealed whitish coloration of the labia minora 
Somet.mes the skin is thin , ut in other places it is thickened There 
were signs of recent scratching but no signs of ulceration. She had a 

small rectocele and minimal cystocele. There was no obvious stress 

incontinence upon cough. 

> What h the condition the patient suffers from 

> What investigations would you perform to confirm such 

condition n 

- Search for etiology « vagina! swabs for candidiasis GTT 

can have 

- Hypertrophic (<;q cell hyperplasia) 

- Atrophic (lichen sclerosus) 
> What is the main treatment? 



lesion 



may be 
mixed 
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Case 59 



Sa 



A para 2+2 40 y ear5 - 3moker o!d hou5ewjfe wa5 re f erre d for 
gynecological opinion due to 6 months of amenorrhea. She stated 
that she was taking previously COC for 5 years but she changed for 
1 year ago according to her physician request. She was anxious 
about being pregnant but pregnancy test has proved -v«. She 
stopped those FOP 6 montns ago but still her menses didn't resume 
the normal rhythm. 



> Why physician has stopped COC 
\ What are indications to give POP 
1 Ijactatino 

2. A.s there is no estrogen ride effects: 

- CVS .....Liver 

- Did ..smoker 

3. As then is min. Prog, effect (e.g. CHO, lipid metabolism, we 

- Diabetics 5 hypertensive 

- Obese 



ight gam) 



-.J* 



I How does POP work? 






> What is the patient situation now? How to prove it? 

> What are other causes of such situation? ....did by CIA. 










1 Destruction by 

. Chemotherapy 
. Radiotherapy 
. Hysterectomy 

2 Idiopathic «* commonest 

3 Debilitating disease mv pernicious anemia 

4 Chromosomal m+Tunjer, trisomy 18 or 13 

5 Infections '■»*■ mumps, TB 

6 Autoimmune ■* anti-ovanan antibodies 

.Lymphocytes & plasma cells surrounding follicles (Blizzard syndrome) 
.Hashimoto thyroiditis is associated in 30-50 % of cases 
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Case 60 



1 



« uUrr^ T ° rCcd ,,,d * w ' 1 '' Emitted in the emerge* room 

, nfl fr " m hcav y filial bluing for 4 days. On the day * f 

admission she has passed several large blood dote. Her LMF was 4 

rlicr. On examination, the patient Is found pal* but there 

were no abdominal or vaainat abnormalities 

1 How to manage the acute bleeding 



> How to exclude malignancy in such patient 



> What is your diagnosis if there investigations failed to find 
any obvious cause? 



> How to treat such condition? 



J 

J 






Case 6 1 



An 14 year© girl {><-,■ q the emergency room with severe 

uprapubic pain & inability to micturate for 12 hour':. She also felt 
fullness in the \owa- abdomsn. she never menstruated, but she gave 
the history of periodic colic supra-pub rring the Ias1 6 monl he 

» What important sign you can elicit in order to explain the 

pain & retention of urine 
\ What is your provisional diagnosis 

> What further investigation you suggest to help in diagnosis 

> Would you agree to in;ert a catheter into the bladder as 1" 

line of management? Why? 
\ What surgical management do you suggest for such cases 

> U there any administrative (non-medical) part in 

management of such a case 
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Case 65 



A 22 year's old patient, married since 3 years comes to the 
outpatient clinic with a history of inability to conceive. Since 2 
years s"he started to complain of severe central lower abdominal 
pain that occurs 2 days before, continues during menstruation and 2 
days after it ends. Pelvic U/S shows empty cavity. The right ovary 
shows a unilocular cystic mass 5 cm in diameter. The left ovary 



is 



normal 



> What is the most probaible diagnosis? explain why? 

- History 
Examination 

- Investigation 

I What are the investigations required to confirm the final 

diagnosis 
> What is your plan of ttt 



Case 66 



A young HG pat\ent is married 6 year's aqo, but failed to conceive 
until now, Semen analysis is normal, together as HSG, day 21 
progesterone level. The pat ent has done laparoscopy 2 months aqo 
that proved normal then ART was decided. The patient stared to 
receive IW injections staring from the 2" day of the cycle. Suddenly 
the patient was found dyspneac, with lower abdominal pain. I 



o 



> What is the most probaible diagnosis 
I What Is the stage of thcit disease 



> How to avoid such condition 



> How to treat such condition 



w 



Case 67 



A 37 years old MP woman comes to the hospital com P la,n, "l. n( - 

■ ir bulky uterus 

severe irregular bleeding, pelvic examination reveal " j c tional 
(symmetrically enlarged) and a solid right ovarian tumor, r 
D&C reveals endometrial hyperplasia 






I What is the significance of endometria 
the pathological varieties 



i-»e!n? Nam 1 

1 hyperplasia. 






I What are the possible ovarian 



tumors? Why? 



► Name the preoperative method, for diagnosis of ovarian 
malignancy in this case 






, Name the intra-operat.ve criteria of ovarian malignanc* .in 
such case and mention 2 intraoperative investigations 
for diagnosis of malignancy 



B 



f Outline the ttt of this case if the ovarian tumor proves to 

be 

1- Benign 



2- Malignant statfe 1 






Case 65 



LJ 



A 64 fears old para 2 1-0-2 complain© oi Increased abdominal 

girth and diffuse lower abdominal discomfort (<'f & vA " J r ' Ur ' '''''' 

noted fullness in the uppei abdomen, and in the last 2 *vks has 

developed mild shortness of breath She Is menopausal sini was 

old /* nrJ hi r past fi Family history are unremarkable 

On examination: she is Found pale, with &Pr 110/70 nirnhg, pule< 
b/m, fi' 26 /rti. examination cH the lung discloses diminished bn 
sounds and dullness in the l*ft lung field Abdomen Is distended with 
pi omfnent Fluid w.>- .,( i, n ^ dullnes 

■I bimanual fi rectovaginal examination there was 15 * irj 
irregular nodular mass Ffxiid to the right pelvic wall & extending 
'Jr.//nw.,r ds to the Cul-d< iiirfr Is nodularity in the Pouglas 

pouch but uterus couldn't b< Felt -^ 

Imv Lit 

- { K-ray proves ft uxaLeffiision 

yjC > of \ H<? Fluid proved maii g^uml: J) 

- IVP is normal, Planum enema shows displacement of 

recto-sign* oid by a pelvic rna 

- Paracentesis removed hOOO ceo? straw colored a 

fluid that f evealed i /e Tor malignant cells 

t What rs the most probaible diagnosis 
> What is tiie stage of this disease 
I Mention the accepted classification 



Hcni'Vi 



#0/ Malignant 

Potentially .Epithelial 
Malignant .Germ cell 



fr 

- Typical 
Atypical 



Non-neoplQiitlc 

(functional) 






I What is the DD of mas«es in D. pouch 

1. uterine «► R VT (the most common), posterior wall fibroid 

2. Tubal - Ectopic pregnancy (hydrosalpinx / hematosalpinx /pyosaioin 

3. Ovarfan ■»♦ Masses (neop!asti< oi non-neoplastic) 

4. Dougi&s Pouch «* pelvic hematocel< 

• Nodules > Endometriosis l B B M a 

5. Urinary tra< i «t •■■ ! ipi( ! idi 






ignan< y 



> Discuss the ttl of this putienl 



